MISSOURI DIVISION OF HEALTH ~ STANDARD GERTIFICAIBB%DEATH _2932;63—013661

DEPAATMENT OF PUBLIC HEALTH AND WHL FARE 318

) Regi ion District N p N . o, STATE FILE NUMBER
" DO NOT WRITE AMENDED egistration District No. rimary Reg lon District No. o} s No. - Ty Mot - B

ON THIS STUB ,
i 2. USUAL RESIDENCE (Where decsased lived. If institution: Reside: befare
! :‘ﬁﬂ:ﬂ’b MAR 21 1963 a STATE yo b. COUNTY - 'ad::l:.inn) '

b. C(I)!; {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. %EY . . [nside Limits
TOWN St. Louis TOWN St. Louls . . |YsO nO

c. FULL NAME OF {{f NOT in hospital, give location} Inside Limits d. STREET (If cutsids, give location) Reside on Farm
HOS5PITA| e ADDRESS .

WSTTON Deaconess Hospital | {YeD O 6518 Clayton fAve, Y=Q %O

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
F

{Type or print} .
SOPHTA NISTANKAS DEATH March 10 1963
5. SEX 6. COLOR OR RACE 7. Married ) Never Married [0 [8. DAYE OF BIRTH | ¥ AGE (last'birthday) [iF UNDER 1 YEAR | IF UNDER 24 HR
Female white Widowed [ Divarced. [J 1_20_1899 ! 6}+ Months | Days Houu—[ Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (Ciry and state or country).| 12, CITIZEN OF WHAT COUNTRY
uring most of working lifs, even if retired)

ousework At Home o Greece U.5,A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Nicholaus Stamulis Helen Unknown Vasilios Nisiankas

15. WAS DECEASED EVER IN U.S. ARMED FORCI TTTTUTUTY NQ. (17, INFORMANT

{Yes, no, ﬂounknnwn) I {If yes, giveﬁgnnreda!n v Vasilios Niﬂ I 6518 Clayton Ave,

18. CAUSE OF DEA'IH (Enter only one cause par Tine tar (a8),,(b}, n INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY . ONSET AND DEATH

IMMEDIATE CAUSE (a)
e

VS 300
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e
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

e

| o

o

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO (c}

PART Il. OTHER SIGNIFICANT CONDITIONS CONJRIBUTING TO DEATH but npt relafed to the fermma!; PART |I). If decessed was  female wn;

dissase condition given in PART | (a) there & pregnancy in last 90 days.
7 J O Yes | w Ne I O Unkrown
SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nMure nf niury in PART 1 or PART 1l of item IB)

PERED,
YES E . - . T <
20c. TIME OF Hour Manth, Day, Yesr
INJURY am.
pam.
20d. INJURY QOCCURRED 20¢. PLACE OF iNJURY (e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., ete.}
NOT WHILE AT WORK [J

21. | attended the deceased ffom—s__ZLS;Lé-?—, m_z&%ZLB_nnd [;;,-‘;.w_:z.alive on %Aﬁ,/‘ ‘5

Death occurred at. 130 P m on the date stated sbove, and to the best of my knowledge, from the causes stated.
22¢, DATE SIGNED

MEDICAL CERTIFICATION

USE BLACK INK

OR
TYPEWRITER RIBBON -
SHOULD READ

—
/ . HGHATU (’ {Degree or titie) .| 22b. ADDRESS . ;
) al )’&J 118 Clun- Sf %%35‘/% 3//z,/g3_
0. BURIAL, CREMATION, | 23b. DATE /7 #“T35<. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (G, town, or county) - (State)”

Specify]
Buﬁﬁ?u Mar., 13, 1963 St. Matthews Cemetery St. Louis, Mo,

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |26, TRARE SIG URE
Kriegshauser 42283 S, Kingshighway Blvd, MAR 13 1963 ﬂ; M . /7 z -

.

BY AFFIDAVIT OF

ITEM NC.




STAYEMENT. BY LICENSED EMBALMER

| hereby cerifify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
i

or by ) . _ Student Embalmer No._____

working under my personal supervision. g é% ax/
° 1
Student, ‘ Signe I g

Signature of Shilg'lam Embalmer

? . - Licensed Embal%ﬁﬂg@

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
* If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. -
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